Introduction
Faecal incontinence (FI) is common and distressing yet remains a neglected and under-treated condition despite availability of clinical guidelines [1, 2] . Over half a million adults in the UK suffer from FI, with increasing prevalence in older age [3] [4] [5] [6] , and a profoundly negative impact on quality of life (QOL) [1, 3, 4, 7] . Older people may not seek help through a perception, at times reinforced by ill-informed health professionals, that incontinence is 'part of getting old' [8] . Healthcare providers should be actively enquiring about the symptom in older people and others at risk (e.g. neurological conditions) [1] . Such case finding is, however, far from routine [8] , and the vast majority of patients remain undiagnosed [3] . FI is therefore very much a hidden problem that can lead to dependency, poor health, caregiver fatigue and long-term placement.
The UK National Institute for Health and Clinical Excellence (NICE) produces clinical guidelines from scrutiny of existing evidence. The NICE guideline on management of FI was published in 2007 [1] and delivered two key messages: (i) do not ignore the symptom and assume nothing can be done and (ii) symptoms can be resolved or at least improved in most patients if causes are identified and addressed through patient-focused treatment. The 2005 National Audit of Continence Care in Older People (NACC) predated this NICE guideline, but used comparable measures from the 2000 Department of Health report 'Good Practice in Continence Services' [9] and found low rates of assessment, diagnosis and treatment, with management being largely containment by pads [10] . The 2009 NACC updated the bowel indicators according to NICE and included adults aged 18+.This paper describes documented care of adults with FI against NICE recommendations as reported in the 2009 NACC, compares findings in older (65+) versus younger and benchmarks against prior audit results for older people.
Methods
All NHS trusts in England, Wales and Northern Ireland were invited to participate via letters to chief executives. All sites were asked to audit 15 patients with FI aged 18-65 and 15 aged 65+: hospitals from current or previous inpatients or outpatients, primary care (PC) from a single general practice and care homes from current residents. Sufficient time had to have elapsed to allow assessment and formulation of a management plan (7 days if hospital inpatient, 2 visits if hospital outpatient, 4 weeks in PC and care homes). The period covered was 12-month working backwards from January 2010. Previous inter-auditor comparison of data had shown good agreement between auditors [11] . Care home results relate only to residents 65+.
Data were anonymous and were submitted via access to the password-protected web tool (Royal College of Physicians' Clinical Effectiveness and Evaluation Unit https://audit. rcplondon.ac.uk/continence). As per current guidance on clinical audit, no ethical committee review was required. Audit indicators were agreed by consensus within a multi-disciplinary professional, patient and Voluntary Sector Steering Group [11] 
Results
Data on older patients were provided by 133 hospitals (n = 1,824 cases), 97 PC sites (n = 1,116) and 63 care homes (n = 693); younger patients by 115 hospitals (n = 1,106) and 82 PC sites (n = 613). The mean (SD) age for the older group was 81 (8) years in hospitals, 81 (9) in PC and 84 (8) in care homes, and for the younger group 50 (11) in hospital and 48 (12) in PC. Auditors in inpatient or outpatient hospital settings (referred to from here on as 'hospitals') were either doctors (54% older and 44% younger) or nurses (41, 48%), with a few therapists. PC auditors were predominantly nurses (78% older, 86% younger), and care homes mainly nurses (72%) or managers, with only seven residents being audited by doctors. Tables 1 and 2 summarise the 2009 NACC data by age group and setting, listing the audit questions as asked. Care homes 
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Assessment
Older patients were significantly less likely to have a documented bowel history, but rate was also low in younger people. FI frequency was best documented in care homes. Stool charts were less used in younger patients. Clinical examination focusing on finding the cause(s) of FI was not done in one-third of older people in hospitals, one-half in PC and three-quarters in care homes. Geriatricians performed 19% of these examinations in hospitals and 2% in care homes. In PC, community nurses did twice as many examinations as GPs. Co-existing urinary incontinence was very common in older patients, with a third of those in hospitals being catheterised 'because of incontinence'. Double incontinence was surprisingly common in younger patients too, with an equally high catheterisation rate. Medical co-morbidities (e.g. impaired mobility, stroke, diabetes) were commoner in older people while younger people were more likely to have specific bowel-related problems such as previous pelvic surgery, inflammatory bowel disease and childbirth trauma. Cognitive assessment was evident in about half of older patients (75% in care homes), though formal scoring systems were used less in PC and care homes. Cognition in younger patients was assessed for 34% in hospitals and 47% in PC, perhaps reflecting rates of learning disability. Most older people had functional ability documented, but again formal scoring systems were used in only one-third. Only 53% of older and 42% of younger patients in hospitals had 'neurological examination if neurological symptoms suspected', with even lower rates in PC.
Diagnosis
Overall about one-quarter of patients were recorded as taking medications that may exacerbate FI; three-quarters had these reviewed, with about half having medications altered to minimise impact on bowels. Stool culture and/or abdominal X-ray were not recorded in two-thirds of cases considered to require the test to aid diagnosis. Younger patients were more likely to undergo colonoscopies. Abdominal imaging (CT, ultrasound, MRI) was reported in under 10% of hospital patients and even less in PC. Anorectal tests were performed in 17% younger and 4% older people in hospitals.
Half of older people had no cause for FI documented compared with one-third of younger patients. In all patients, FI was frequently attributed to co-morbidities.
Treatment
Overall, in patients with an identified bowel-related condition, <50% had appropriate treatment documented. Treatment plans were less evident in older patients, though rates were higher than in previous audits. A care plan (which characteristically describes containment rather than active treatment) was evident for most care home residents. Referrals to specialists were commonest in hospital. For older people, referrals to geriatricians fell with progressive audits (33-19%) but increased to colorectal surgeons (7-17% Care homes Care homes control. Pad use in older patients in hospital decreased across successive audits.
QOL and communications
Impact on QOL was poorly documented ( particularly in hospitals) and worse in older patients. Standardised QOL tools were used more in PC. Patient treatment goals were least recorded in older people in hospitals. Very few patients were given copies of their treatment/care plan, which could include being copied a clinic or discharge letter. Discussion of causes and treatments occurred in two-thirds of younger patients, and significantly less in older. Discussion with carers/relatives was most frequent in care homes. All measures of coping strategies for longer-term management were lowest in hospitals and highest in care homes where 80% were reported to have received support and advice on issues such as preserving dignity and independence. Few people overall received contact details for relevant support groups.
Discussion
This national audit showed that NICE standards were less well adhered to in older than younger people, with deficits in documented assessment, diagnosis, treatment and patient communication. Improvements in some aspects of care in older people in hospitals were, however, seen when comparing previous audit results.
Ageism, lack of training and poorly integrated services are all likely contributors to lower standards of care in older people. A UK care home survey found that trained staff cited advanced age as the main cause of incontinence, an attitude that results in ineffective diagnostic reasoning [12] . The 2009 NACC organisational report showed that continence training for healthcare workers was patchy, with less than half of hospitals providing programmes. Management of FI can come under the remit of various healthcare professionals (e.g. gastroenterologists, GPs, geriatricians) thus increasing the risk that nobody will do it. Poor integration across continence services equated with lower quality care for older people in the 2006 NACC [13] . In the 2009 NACC, 55-80% of continence services said they were integrated, but only four services actually fulfilled the requirements [9, 14] . The lower pad usage from previous audits could be interpreted as a trend towards cure rather than containment, but regrettably the likelier explanation is increasing rationing and inconsistent provision of pads [15] .
The audit indicated low levels of involvement by geriatricians and GPs, both of whom should be driving up quality of care in older people. Lack of identification of FI is a big problem [2] and FI should be routinely case-found and treated as part of comprehensive care [9, 16] , especially as many patients in the audit had comorbidity-related FI. The International Consultation on Incontinence has produced FI care algorithms specifically for frail older people [2] .
Fewer UK geriatricians sub-specialise in continence than in other areas, and continence is one of the least accessible competencies in specialist registrar training programmes [17] . In the USA, a large survey of geriatricians found that FI increased the likelihood of referral to long-term placement and called for more aggressive treatment of FI within the specialty [18] .
NICE states that thorough basic assessment will provide enough information for initial management [1] , yet bowel history documentation of any type was lacking in almost half of older people in hospitals and care homes. FI frequency is the primary effectiveness outcome in NICE, being strongly linked to QOL [2, 4, 7, 19] . Stool charts were used more in older people, but whether this was diagnostically and therapeutically or just for routine observation is unclear; NICE recommends combining stool chart information with fluid/ food charts for maximum usefulness [1] . Clinical examination to find underlying cause(s) of FI was not apparent for many older people. Constipation with overflow causes FI in 50% of frail older people [20] [21] [22] , and digital rectal examination (DRE) for faecal impaction can be performed by general nurses as well as doctors in the UK (www.rcn.org. uk). DRE can both assess sphincter tone [23] (sphincter weakness causes late-onset FI in men and women) [2] , and importantly teach patients anal sphincter/pelvic floor strengthening by asking them to 'squeeze' during the examination.
The absence of documented neurological examination in 'suspected neurological symptoms' is important as stroke, diabetes neuropathy, Parkinson's disease, multiple sclerosis and spinal cord injury are linked to FI [1, 2, 4, 5] , and patients with neurogenic bowel should be offered specific bowel management programmes [1] . Cognition and mobility impairment both increase risk of FI [2, 22] and should be assessed more routinely; multi-disciplinary input and bowel care regimens aiming for planned bowel movements can improve both disability and dementia-related FI [1, 2] . Medication review is integral to initial management, and indeed a number of patients who underwent review had medications altered as a result. Stool culture when indicated was often not evident in older people in whom loose stool is a primary cause of FI and tends to be underdiagnosed [6, 22, [24] [25] [26] . If DRE does not show rectal loading, an abdominal X-ray to rule out colonic impaction is helpful, especially in frail older people [2, [20] [21] [22] , but that test was rarely recorded in care home patients. Rates of urinary catheterisation for 'incontinence' are rarely an appropriate indication and flagged up for participating sites another area for quality improvement.
FI was frequently attributed to co-morbidity in all ages, possibly reflecting the lack of bowel-focused assessment. Even where a condition was identified (e.g. constipation or diarrhoea), less than half of patients were documented as having been appropriately treated. Lack of treatment planning can result in even basic measures not being delivered, such as caffeine reduction, dietary changes to promote ideal stool consistency, toileting advice (e.g. positioning) and self-care. Patient goals and preferences for treatment were not recorded for most patients, yet this is so important, especially where complete continence cannot be achieved [1, 27] . Sharing treatment plans with older people in hospitals has improved little since 2006, despite options of copying discharge/clinic letters. Without information about causes and available treatments, sufferers may perceive FI as something to be just dealt with. Few people were given details of supporting organisations helpful in fostering positivity in chronic FI.
FI can be life crippling (impact increases with age [7] and frequency), yet only one-quarter of older people in hospitals had QOL assessment documented, and most older suffered from daily FI. QOL also guides specialist care; one NICErecommended indication for external anal sphincter surgery is 'FI symptoms restricting QOL' [1] . Whether or not standardised tools [28] are used, QOL assessment should be directed at creating treatment plans that enable people to live with dignity, and participate in whatever activities they wish to. Outside of care homes communications with carers where relevant were infrequent; informing and involving them may both promote continence and minimise strain on the carerpatient relationship.
The limitation of this type of audit is that documentation may not fully represent care that was actually delivered. The 12-month retrospective period, inclusion of documentation in any format and the fact that many key indicators (e.g. bowel history) should be routinely documented mitigated this to a degree. Local case selection is important for local service improvements but can influence case mix (e.g. high rate of co-morbidity in the young PC cohort may indicate bias towards more severely affected individuals in that setting). Auditors were asked in free text to identify 'other' relevant tests to aid diagnosis which could have potentially under-estimated rates but given this caveat it still seems that few people underwent gastrointestinal imaging. Where results were unexpectedly high (e.g. standardised QOL assessment in PC, psychological support in care homes), it would have been preferable to sample relevant documentation to check that the question was being correctly interpreted.
Conclusion
This national audit shows gaps in quality care for people of all ages with FI despite availability of standards set by NICE. Overall care is significantly poorer for older people. Assessment and treatment of FI can effectively be delivered in non-specialist settings as part of routine care. Clinicians, including geriatricians, need to take the lead in driving up adherence to standards of care. In older people, comorbidityrelated FI was common which would lend itself to comprehensive assessment and treatment approach. The improvement in some indicators in older people in hospitals with successive audits does, however, suggest that an ongoing NACC with linked information resources (http://www.rcplondon.ac.uk/ projects/national-continence-audit-reports) is useful as both a monitor of and an agent for change.
Key points
• FI if detected is inadequately assessed and managed in England and Wales despite available clinical guidance.
• Older people are more likely than younger to experience lower standards of care (diagnosis, treatment and communications).
• Many older patients have comorbidity-related FI which requires comprehensive assessment and management.
Conflicts of interest
Healthcare Quality Improvement Partnership played no role in design and execution of the audit or manuscript writing. None of the authors have conflicts of interest.
Funding
This work was funded by the Healthcare Quality Improvement Partnership.
